


Financial Hardship Checklist

	
	
Submitted By:	
	
	
Date:
	

	
	
Name:
	
	
	

	
	
Account #:
	
	
	

	
	Was patient offered a budget plan?	Yes
	No
	
	

	
	

NOTATE PATIENT'S RESPONSE REGARDING BUDGET PLAN IF REFUSED:
	
	
	

	
	
Has all supporting documentation been received?
Application	Income tax	4 wks pay
form w/w-2	stubs

If income tax form is not included, please explain:
	
	


Other income
sources
	



	
	
Number of family members and/or dependents:		

Any outstanding charges with Yale New Haven Hospital?	Yes		No 	

Has the patient been approved for free care by Yale New
Haven Hospital? If so, attach approval list from YNHH or	Yes		No 	
include free care letter from the patient.

Have special arrangements been set up with other
departments prior to requesting hardship?	Yes		No 	

If Yes, please provide a brief description.

	
	
	

	
	
	

	
	Is this a self-pay or balance after insurance?	Self Pay		Balance After Insurance	

	
	If insurance, indicate if payments were reviewed.	Yes		No 	

	
	Was charge Medicaid related, such as patient on spend down or 

	
	not eligible at time of service?	Yes		No 

	
	Reminder: Please check with Medicaid even if coverage was not
	

	
	effective until after services were rendered.	VERIFICATION  NO:
	

	
	
If patient on spenddown, please inquire if assets or medical bills toward spenddown amount:
	

	
	
PLEASE GIVE BRIEF SUMMARY OF ACCOUNT:

	
	

	
	

	
	
ADJUSTMENT CODES:
27	Physician Determined	-- Financial Hardship Discount
The patient does not qualify for the financial hardship discount under the federal poverty guidelines. Account reviewed with clinical department to determine if hardship is warranted.

28	Financial Hardship Discount	-- Federal Poverty Guidelines

51	Discount at Time of Service	-- Approved by the Department
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